Our premise for this literature review is the global demographic change caused by the world's population living longer and becoming older, and extensive international migration leading to multicultural societies. Increasing age leads to health problems, often long-term or chronic, requiring investments in health care. Worse health and dissimilarities in pattern of morbidity/ mortality have been found in foreign-compared to Swedish-born persons, so it is reasonable to assume that this affects use of health care. The exploratory review focuses on elderly migrants' (>65 years) use of healthcare. The databases Pub Med, EBSCO, CINAHL and ERIC were searched in 2000-2013. A limited number of studies were found; few had a comparative approach, most were from the USA, and focused on migrants from the former Soviet Union or countries in South-East Asia. A range of factors were identified that influence patterns of health care use: language fluency, ability to communicate, self-reported health status, prevalence of chronic disease, physical distance from care provision, availability of transport to reach care, cost of care, the health insurance system, cultural norms and values regarding different forms of care, level of education, and length of residence in the host country. Most studies treated health care from a general perspective and collected data from community and hospital settings, without analysing usage separately. Some studies indicated elderly migrants making use of health care less than other groups but the pattern is not unambiguous: other studies show that there is an overuse of health care. It is therefore difficult to show any particular pattern, or possible differences in use, regarding community versus in-patient care. Studies focusing on migrants' actual use of health care are few and further research is needed, especially because elderly people form the largest group of users of health care and will be even larger in the future.
Introduction
The Swedish population today is of very heterogeneous origin, with more than 120 different nationalities represented [1] . Since the end of the Second World War the number of foreign-born persons has increased over time and today they constitute about 15% of the total population.
This review focuses on elderly immigrants' use of healthcare. In this section, we intend to address the question itself and also-perhaps more importantly-to outline the level of our research-based knowledge. This study should therefore be seen primarily as an exploratory outline of the research on this subject. We pose the questions: What are the main trends? What themes are in focus? What are the main leads?
Our starting point for this review is the global demographic change caused by the world's population living ever longer and becoming ever older [1] [2] , as well as extensive international migration that leads to multicultural communities [3] . With increasing age come different health problems, often of a long-term or chronic nature, which, in their turn, demand different investments in care [4] . In studies of foreign-born people living in Sweden, it has been found that, measured objectively, they have worse health than those born in Sweden, for example in deaths from heart and circulatory disease, cancer and at an earlier age [5] [6] . The patterns of morbidity and mortality of Swedish people, compared with foreign-born individuals living in Sweden, are different [5] - [8] . Thus, it is reasonable to assume that this affects the use of health care. It is now time to assemble the available knowledge on elderly people's use of health care since; in future, they are going to form an increasing proportion of the population. Such knowledge can form an important foundation for the future planning of different care provisions, not least in the attempt to achieve the Swedish health care objective of delivering the same standard of care to the whole population, irrespective of background [9] .
In the following the terms of immigrant, foreign-born and migrant will be used interchangeably with regard to people born in a country other than the one studied. By "elderly" we mean people over 65 years of age, which is the usual Swedish definition and the commonest age for retirement. This involves a wide range in age and in individual needs and wishes, not least in the use of health care. This span is further emphasised by the fact that the care and service that are delivered and offered by the municipalities differs in both quantity and quality [10] [11].
Health and Living Conditions of Migrants
Let us begin with the nature of the problem itself, viewed from the aspects of health, organisation and utilisation. Within the heterogeneous migrant population in Sweden, the majority live in socially and economically vulnerable conditions, as in many other countries particularly in Europe. Many are dependent on benefits, they have greater difficulties in supporting themselves, a weaker position in the labour market, a higher proportion of unemployed and they are at greater risk of early retirement than the native population [12] - [15] . Many also have worse conditions in their living and working environments, often living in areas where the host population does not wish to live [15] . These circumstances are particularly noticeable in groups of non-Europeans who have arrived since the 1980s. Later data certainly show that the employment situation for foreign-born people has improved but the contrast with the Swedish population is great [16] . There is even a considerable difference between those born in Sweden of immigrant parents and those with Swedish parents [16] .
Since living and socio-economic conditions influence a person's health, we can expect to find differences between the health of migrants and that of native-born. Today's research into migrants' morbidity and mortality patterns indicates poorer health, both subjectively and objectively measured, and a somewhat different morbidity in immigrant groups, which also varies between groups [5] [6] [8] [17]- [19] .
The above changes in Sweden, with an increased number of elderly people, among whom there are many foreign-born people with a rather different pattern of morbidity and mortality, are going to influence various sectors in the country, for example, the health care system.
The Health of Elderly Immigrants
Just as the proportion of those termed elderly (aged 65 and over) has increased in Sweden, so has the proportion of elderly immigrants. A demographic report from the National Board of Health and Welfare estimated that older immigrants would make up 10% of those over 65s by 2009 [20] . Health and functional ability are fundamental when it comes to the planning and organisation of care for older people. They determine what are their true requirements of care [4] . Previous positive images of progress in health in old age are no longer so unequivocal and there are differences in access to care and services, based on gender, ethnicity and relatives' willingness and ability to help. With increasing age comes a mounting need for the care that is provided mainly by the professional care sector, though relatives' involvement in care has also increased. Care needs are determined by both objective and subjective factors, for example perceived health status, social networks and living conditions [21] [22] . It is therefore important to remember that there are considerable differences between the various groups of immigrants. What is lacking are longitudinal studies with national and representative samples. One difficulty lies in demographic studies that separate out immigrant groups so that the sample size is restricted. The body of evidence points to differences in quality of life between native-and foreign-born people. The low socio-economic status of many immigrants in Sweden is especially significant [15] . Living conditions vary; above all, people from the Middle East, North Africa and southern Europe have lived under the most restricted economic conditions. The lengthy of time spent in Sweden also plays a part. Someone who has been resident in Sweden for twenty years or more often has a similar economic situation to a native Swede [16] . Foreign-born people, in general, maintain a smaller economic margin in comparison with those born in Sweden, and these differences increase considerably among older pensioners [15] and for some age groups of elderly people depending on the construction of the Swedish pension system [23] .
The Organization of Health Care for Elderly Immigrants
The development of a health care system that responds to a changed demographic structure and population composition, as far as cultural background is concerned, is a challenge for health care systems in Europe [3] . It can be seen as a necessary development task [24] . Qualitative improvement can be described by six important objectives: safety, efficiency, patient focus, measures taken at the right time, appropriateness of measures and equality of care. This last is decisive: we achieve truly good-quality care only when it is accessible to all, native and immigrant, equivalent and equal in kind.
The Swedish Health and Medical Services Act § 2 [9] states clearly that "the objective of the health care system is good health and care of the same standard for the whole population. Care is to be planned according to individual need and given with respect for everyone's equal worth and the dignity of the individual. Those who have the greatest need of health care are to be given priority."
Use of Health Care and Social Service Provisions by Elderly Immigrants
A Nordic review of care provision for elderly immigrants concludes that there is a lack of knowledge of how elderly immigrants make use of various care provisions in the different countries [25] . In several research contexts there are indications that elderly immigrants use formal old-age care to a lesser extent than do elderly Swedish people, despite changes in the range of services [26] - [32] . A study of people with known diabetes shows that the Swedish-born used more community nursing than did the foreign-born, even though their care needs were no greater [33] . Research and statistics also show that there are differences between different immigrant groups, which is the case in many countries. Fewer people from minority groups receive formal care, for example, in the USA. Hispanic and black people are under-represented as users of the equivalents to home help and sheltered housing [27] .
It does not appear that elderly immigrants are included in Swedish old age care to any great extent. The explanation is often sought in questions of culture, linguistic competence, reception of care and the immigrant's difficulties in navigating the Swedish system [26] [34]- [36] . It has also been suggested that immigrant groups have a sceptical view of the nature of Swedish old age care, connecting this view to traditional forms of care and attitudes to it, which implies that they prefer care by relatives at home [37] . The question is therefore whether scepticism about other forms of care also applies to the use of health care by elderly immigrants in Sweden, which is what our study aims to investigate. To put our study in context, we present an overview of the international research on the use of health care by elderly immigrants.
Method of Studying the State of Knowledge
The overview takes as its starting point a literature search in the databases PubMed, EBSCO, CINAHL and ERIC in December 2013, using the key words: migrants, immigrants, consumption, utilisation, health care, health resources and combinations of these. The search was restricted to the time period from 2000 onwards and to literature in English and where it was stated that elderly persons, i.e. over 65 years of age, had been studied or where the terms elderly, ageing or elderly persons were used in the description of the study population. References in recently published studies were also scrutinised, government reports were searched, and discussions were held with researchers regarding key references. The knowledge base relevant to use of health care [38] was reviewed by systematic methods [39] .
The State of Knowledge
In the literature search, we found that the study population in many of the studies were not migrants but various minority groups (minority/racial/ethnic groups). This was the case especially in research carried out in the United States. These investigations were therefore excluded, since they did not deal with migrants or discuss the context of migrational background. Most of the studies were not limited to elderly persons (65 years or above) but dealt more generally with the whole (study) group's use of health care, usually groups with children or mixed-age adults.
When these studies had been weeded out, there remained nine that applied to elderly people's health care consumption [40] - [48] . Most also dealt with the use of "social services" [40] [41] [43] - [45] . The concept of "social services" corresponds to the Swedish terms "omsorg" and "omsorgsinsatser". Most were conducted in the USA [41] A common difficulty in reviewing earlier investigations is that the concept of elderly is defined differently in different studies. The usual threshold for signifying old age is 65 years but some studies place it at 55 or 67 years [41] [45] [48] . This is a sign that the beginning of old age and what it implies is regarded differently in different cultures and contexts, and thus the concept of ageing is fairly relative [49] .
Patterns of Health Care Utilization
The above studies indicate that elderly immigrants make use of health care less than other groups [40] - [48] . The pattern, though, is not unambiguous: studies of migrants from the former Soviet Union show, on the contrary, that there is an overuse of health care [41] [45] [47] . One factor that is thought to influence the use of health care is the length of time spent in the new country, which, in turn, affects one's access to the resources that facilitate the use of health services [45] [46] . Level of education also plays its part [42] [44] [48] as well as language competence, being part of acculturation [48] . A comparative study investigating native Dutch people with the main four migrant groups in the Netherlands originating from Turkey, Surinam, Morocco and the Netherlands Antilles showed a higher use of GP services and a lower use of home care and physical therapy in immigrant elderly persons, but this was related to poorer self-reported health and higher prevalence of chronic diseases [48] . Utilisation of care is also influenced by a health care system based on private insurance, which is the case in the USA. If private insurance is lacking, or inadequate, one cannot pay for the care that is needed, which means that the overall use of care is reduced. Those studies that find under use of care also suggest that elderly immigrants have a greater need of health care input. Their ability to gain access and to use it is restricted, partly as a result of the economic reasons already mentioned [44] 
Barriers to Access to Health Care Services
The studies listed describe a series of different barriers that can impede access to health care and therefore lead to under use of services. Inability to speak the language and to communicate with others is one of the principle barriers [48] . Translation may be needed, sometimes even within one immigrant group, e.g. the Chinese [44] .
Another barrier may be the distance to the health centre or hospital [44] [45] . Transport is an important requirement for access to care facilities.
As already mentioned, various migrant groups are living in socially and economically deprived circumstances, hence the cost of health services can be an obstacle [42] [44] [46] . Several studies show that where people are excluded from some form of health insurance, the utilisation of care is reduced even if the need for care is great. The cost may also be related to waiting lists and waiting time in order to get access to health care [44] . Cultural norms and values in certain groups are shown to be significant in the use of health care [41] [46]. Studies of Chinese immigrants, for example, have found a suspicion of Western medicine, with the implication that self-care or consultation within the ethnic group is preferred to a Western form of care. Several of the immigrant groups that have been researched see it as the family's role to take in hand and care for their sick members. This influences the pattern of seeking care: one turns first towards and expects help from the family, the informal sector, and not from the professional care providers in the various institutions [41] [46] [48] .
Hence, cultural norms and values come to determine how a country's health care system develops and create the conditions in which an individual seeks care [44] . Different countries therefore have different health care systems so that an immigrant, especially one who is newly-arrived, may have difficulty understanding and using the system. Information about the health care system can remove the obstacles to seeking care and facilitate care at the appropriate level within it. The educational level and knowledge of the system in the previous homeland need to be considered [47] . A higher level of education reduces the use of health care and makes it more effective, since people deal better with information on the structure and use of their health service. The geographical separation and dispersal of immigrants within a country influences the use of health care [44] . Concentrations of large migrant groups, for example, mean that they can better state their wishes with regard to the state's investment in care and also that they are more likely to make their voices heard in their new environment.
Discussion
A limited number of studies have been revealed in the literature review focusing on elderly migrants' use of health care and social service. However, in those found a range of factors have been identified that influence patterns of health care use in elderly migrants, as follows: language fluency and ability to communicate, self-reported health status and prevalence of chronic disease, physical distance from care provision, availability of transport to reach the care, cost of care, the health insurance system, cultural norms and values regarding different forms of care, cost of care, level of education, and length of residence in the host country. It is therefore difficult to show any particular pattern, or possible differences in use, regarding community versus in-patient care. The majority of the studies treated health care from a general perspective and collected data from both community and hospital settings, without analysing usage separately. However, there is a Swedish study [33] that shows that foreign-born diabetics, mainly Scandinavian labour migrants with a short cultural distance (similarities in language, social structure, religion, living standards and cultural norms and values) and a long residence in Sweden, used community/home care less than did Swedish-born people. This was in spite of having a greater need of care, as measured by the KATZ ADL index. It is therefore worth noting that there were otherwise no differences in the utilization of care and the same results were shown in an earlier Swedish investigation [50] . A Dutch study investigating the main immigrant groups in the country likewise showed underutilisation of all kinds of care except GP services, which was related to self-reported health and chronic disease [48] .
Some studies describe the use of informal care reported by relatives, family and elderly people within the same ethnic group, as well as self-care [44] . Migrants of Asian origin preferred to turn to the informal sector, and use of the various care institutions was reported by professional care givers as lower and largely determined by a person's financial situation. The better the financial resources, the higher the use of self-care and use of health care services, meaning that people who used self-care to a high degree also used various health services to a high degree [47] .
In this study of migrants' use of health care, there are some problems of definition, as the boundary between "social care" and health care is not always quite clear. Some researchers [45] [51] use the term "health social work", which has no clear Swedish translation but can be taken to mean a social worker's involvement in various health care arrangements. In cases where it is used, studies of Russian migrants, for example, show that recent immigrants use such a service less than those with a long period of residence in the host country [45] . The same is true of comparisons between migrants and the native population in Israel [51] .
Conclusions
In conclusion, studies focusing on migrants' actual use of health care are few and it is therefore a topic that needs further research. There remain a number of questions, such as: What sort of care is used and does the level of care differ from that of Swedes? Are there differences in the use of diverse forms of care between the various groups of immigrants? If there are differences, what is the reason for them? To what degree is private care used, as opposed to public care? Do people prefer care by the family at home to provision by official organisations, such as the municipality and the county?
It is worth noting that recent reports from the National Board of Health and Welfare on public health and social conditions [16] [19] and the care of elderly people [52] refer to general development patterns for the health of the Swedish people and the development of care for the aged as a whole group. There is no specific information on people with a foreign background. However, it is stated that there are differences in access to care based on ethnicity.
Even if the studies we have used here provide a certain pointer to the use of health care, it is important in the analysis of results to remember that there are major differences in the structure and financing of health services in different countries. Similarly, the living conditions of the various immigrant groups differ from one country to another. The results are therefore not directly transferable to the Swedish situation.
There could be several reasons for the lack of research on this topic. One contributory factor might be obtaining access to official/national data on the use of health care, especially community care. The data currently collected tend to deal with the quality of various activities and not patterns of care use [52] . Another important reason could be that interest in the health of migrants has only recently surfaced, with research into other age groups taking priority, e.g. children and young people and people of working age.
Migrants' difficulties within the health care system have been noticed within the European Union, which has funded a major project, "Migrant-friendly Hospitals". The project, which involved twelve participant countries and ran from 2002-2004, focused on three areas: improving interpretation services, information and education for migrants within mother and child health care and the education of culturally competent personnel [53] . The result of the project was the "Amsterdam Declaration", which made 21 recommendations for adapting and developing health services for the benefit of migrants [54] . The Declaration states that migrants' representatives may act as a mouthpiece for articulating their group's needs, that care personnel should be developed in crosscultural competence and that care should become individualised and person-centred. Even though the project does not focus explicitly on elderly immigrants as a group, it does provide a framework for developing measures for this group in particular. This is necessary, not least because elderly people form the largest group of users of health care and it will be even larger in the future. An ageing population carries an increasing proportion of people with chronic health problems, which gradually leads to a mounting need for care and service provisions from the state, the cost of which will stretch the health service's already limited resources. Within such economic limitations, there needs to be a gathering of strength in the development and organisation of care. The aim should be to bring together sound knowledge of all groups in the community and what their needs are.
